Once it has been decided to provide nutritional support via the enteral route the best formulation to meet the nutritional needs of the individual patient must be selected. A large number of enteral diets are now commercially available, and Table 1 summarises the different categories available. Until recently, controversy existed as to whether enteral feeds formulated and prepared in the hospital dietetic department should be used instead of their commercially prepared counterparts: problems caused by infection have now been well documented with "home brew" diets,' and there are now controlled data which show that the incidence of diarrhoea is higher when "home brew" rather than commercial diets are used for enteral feeding. 2 Knowledge gained about the processes entailed in the physiology of nutritional absorption and subsequent metabolism both in normal and disease states continues to influence the formulation of enteral diets, and this review will outline recent advances in those areas that are influencing diet formulation.
Fat absorption Over the past two years there have been few research findings that have actually influenced diet formulation. The importance of preventing essential fatty acid deficiency needs emphasising, particularly as it may occur when gut function is particularly impaired and long chain triglycerides are poorly assimilated.3 As previously outlined,4 medium chain triglycerides are probably not as well assimilated in the presence of bile salt deficiency, exocrine pancreatic insufficiency, and intestinal resection as many would believe, 5 and at least in the cases of exocrine pancreatic insufficiency and intestinal resection pancreatic supplements will greatly enhance energy assimilation from medium chain triglycerides Two studies failed to show that the ingestion of 480 ml lactose containing milk by healthy normal subjects with biochemically confirmed lactose malabsorption resulted in a higher incidence of gastrointestinal side effects than when the same subjects ingested the same quantity of lactose free milk. 17 18 In a recent study by Keohane et '6 if high loads of lactose are administered by the bolus technique. The commercial pressures are now such that it is unlikely that any of the new enteral diets will contain appreciable quantities of lactose.
Sucrose
In patients with a very short bowel syndrome the factors that will limit uptake of glucose from glucose polymer mixtures will usually include intraluminal and brush border saccharide hydrolysis, and in a few instances when these do not limit the rate, the capacity of the membrane carrier to mediate uptake the released monosaccharide. Jejunal Clayton38 reported discrepancies between concentrations of zinc, copper, iron, and manganese in enteral diets stated by the manufacturers and those found on analysis. Several feeds even produced less than the United States' recommended daily allowance. Table 2 summarises the approximate mean quantities of water and electrolytes handled by the gut in 24 hours by normal subjects. Despite the fact that nearly 9 litres of water and in excess of 1000 mmol sodium is ingested, secreted, and absorbed little emphasis has been placed, until recently, on water and electrolyte absorption during enteral feeding. Small intestinal disease or resection results in an increased colonic inflow of water and electrolytes.
Electrolytes
As a consequence of the large absorptive capacity of the colon,3 however, severe diarrhoea and depletion of water and electrolytes usually only occur in the presence of coexisting colonic disease or resection. It follows that the diarrhoea, which occurs in enterally fed patients with normal or near normal Table 3 . It seemed that one way of circumventing the problems that exist in achieving positive nitrogen balance in some of the non-hypermetabolic, or modestly hypermetabolic patients (nitrogen losses 10-15 g/24 hours) would be to use routinely a more energy dense (1.5 kcal/ml) polymeric diet containing higher concentrations of nitrogen (9-10 g/l). By definition, the osmolality of such a diet would be higher than the 1 kcal/ml diets, but if the carbohydrate energy moiety was rationalised according to the concepts proposed by Jones et al'3 the osmolality could be lowered. Clinical trials are currently being performed in my laboratory to determine the efficacy of this approach. For extremely hypermetabolic patients -for example, those with burns and multiple traumanormal gastrointestinal function polymeric diets are available with an energy density of 2.0 kcal/ml and nitrogen contents of up to 14 g/l. These are When nutrient assimilation is severely impaired there are theoretical reasons for believing that nutrients should be presented to the mucosa so that maximal absorption will occur in normal subjects. Table 3 summarises the suggested formulation of such a diet, and it is based on discussions of the physiology of nutrient absorption outlined at the beginning of this paper.
In practical terms, it may often be difficult to decide whether a polymeric or predigested diet should be used. In my opinion, the assimilatory capacity of the human gastrointestinal tract for nutrients is often underestimated. For example, there is no evidence that there is any clinically important impairment of exocrine pancreatic secretion or intestinal absorptive capacity in the postoperative period. Moreover, there is no clinical evidence to support a contention that the use of predigested diets in jejunostomy feeding results in more efficient nutrient repletion than that obtained by polymeric diets.
Little attention has been directed towards enteral feeding in patients with cholestatic jaundice. In the absence of other coexisting gastrointestinal disease these patients will be able to assimilate all the major classes of nutrients except 
